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Resources and Costs for Fluoride Varnish Supplies 

Fluoride varnish comes in several brands and can be obtained from any dental supply company. 

The pediatric single unit dose of 0.25ml (with a built in applicator) is recommended for early 

childhood. Listed below are some of the available brands and approximate prices of fluoride 

varnish with 5 % sodium fluoride in a natural colophonium resin. 

Fluoride Varnish Sample Listing 

Cavityshield  
Manufacturer: OMNI Preventive Care, a 3M ESPE Co. 

1-800-634-2249

32 0.25 ml unit doses $ 40.00 $ 1.25/dose 

200 0.25 ml unit doses $193.00 $ 0.97/dose 

Duraflor 

Manufacturer: Medicom 

1-800-361-2862

32 0.25 ml unit doses $ 47.00 $1.47/dose 

200 0.25 ml unit doses $194.00 $0.97/dose 

VarnishAmerica  

Manufacturer: Medical Products Laboratories, Inc. 

1-800-523-0191, Ext. 126

200 0.25 ml unit doses $149.99 $ 0.74/dose 

Enamel Pro Varnish  
Manufacturer: Premier Dental 

1-888-670-6100

35 0.25 ml unit doses $72.00 $2.06/dose 

Misc: Disposable Mirrors (package of 60) $27.75 (Patterson Dental) 

2 x 2 gauze squares $3.50-4.50/sleeve of 200  

Dental Suppliers*: 

Patterson Dental Supply, Inc. Henry Schein Dental 
Richmond: (804) 262-4070 Richmond: (804) 828-0718

Chesapeake: (757) 382-4270 Roanoke: (540) 342-1784

https://www.pattersondental.com https://www.henryschein.com 

1-800-372-4346

* Check local listings. Prices are 2015 estimates and vary according to individual purchasing plans

with the suppliers mentioned.

https://www.pattersondental.com/
https://www.henryschein.com/
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1978

Revised
1993, 1996, 2001, 2003, 2007, 2008, 2011, 2014*

Purpose
The American Academy of Pediatric Dentistry (AAPD) recog- 
nizes early childhood caries [(ECC); formerly termed nursing 
bottle caries, baby bottle tooth decay] as a significant public 
health problem.1 The AAPD encourages oral health care pro- 
viders and caregivers to implement preventive practices that  
can decrease a child’s risks of developing this devastating  
disease.

Methods 
This document is a revision of the previous policy, last revised  
in 2008. The update used electronic and hand searches of  
English written articles in the dental and medical literature  
within the last 10 years, using the search terms infant oral  
health, infant oral health care, and early childhood caries. 
When data did not appear sufficient or were inconclusive, 
recommendations were based upon expert and/or consensus 
opinion by experienced researchers and clinicians.

Background 
In 1978, the American Academy of Pedodontics released  
“Nursing Bottle Caries”, a joint statement with the Amer- 
ican Academy of Pediatrics, to address a severe form of caries 
associated with bottle usage.2 Initial policy recommendations 
were limited to feeding habits, concluding that nursing bottle 
caries could be avoided if bottle feedings were discontinued  
soon after the first birthday. An early policy revision added ad  
libitum breastfeeding as a causative factor. Over the next two 
decades, however, recognizing that this distinctive clinical pre- 
sentation was not consistently associated with poor feeding  
practices and that caries was an infectious disease, AAPD  
adopted the term ECC to reflect better its multifactoral etiology. 

Dental caries is a common chronic infectious transmis-
sible disease resulting from tooth-adherent specific bacteria,  
primarily Mutans Streptococci (MS), that metabolize sugars 

  

to produce acid which, over time, demineralizes tooth struc- 
ture.3 The disease of ECC is the presence of one or more de- 
cayed (noncavitated or cavitated lesions), missing (due to  
caries), or filled tooth surfaces in any primary tooth in a  
child under the age of six. In children younger than three years  
of age, any sign of smooth-surface caries is indicative of severe  
early childhood caries (S-ECC). From ages three through five,  
one or more cavitated, missing (due to caries), or filled smooth  
surfaces in primary maxillary anterior teeth or a decayed, miss- 
ing, or filled score of greater than or equal to four (age 3),  
greater than or equal to five (age 4), or greater than or equal  
to six (age 5) surfaces also constitutes S-ECC.4 

Epidemiologic data from national surveys clearly indicate  
that ECC is highly prevalent and increasing in poor and near  
poor US preschool children and is largely untreated in children 
under age three.5 Those children with caries experience have  
been shown to have high numbers of teeth affected. Conse- 
quences of ECC include a higher risk of new carious lesions in 
both the primary and permanent dentitions,6,7 hospitalizations 
and emergency room visits,8,9 increased treatment costs,10 risk  
for delayed physical growth and development,11,12 loss of  
school days and increased days with restricted activity,13,14  
diminished ability to learn,15 and diminished oral health- 
related quality of life.16

Dental caries is a transmissible infectious disease and un-
derstanding the acquisition of cariogenic microbes improves 
preventive strategies. Microbial risk markers for ECC include 
MS and Lactobacillus species.17 MS maybe transmitted verti-
cally from caregiver to child through salivary contact, affected  
by the frequency and amount of exposure. Infants whose  
mothers have high levels of MS, a result of untreated caries,  
are at greater risk of acquiring the organism earlier than chil- 
dren whose mothers have low levels.18 Horizontal transmission 
(eg, between other members of a family or children in daycare) 
also occurs.18 Eliminating saliva-sharing activities (eg, sharing  
utensils, orally cleansing a pacifier) may help decrease an  
infant’s or toddler’s acquisition of cariogenic microbes.18 

Policy on Early Childhood Caries (ECC): Classifications, 
Consequences, and Preventive Strategies

* The 2014 revision is limited to use of fluoride toothpaste in young children.
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Newly-erupted teeth, because of immature enamel, and 
teeth with enamel hypoplasia may be at higher risk of devel- 
oping caries. Current best practice includes twice-daily  
brushing with fluoridated toothpaste for all children in  
optimally fluoridated and fluoride-deficient communities.  
When determining the risk-benefit of fluoride, the key  
issue is mild fluorosis versus preventing devastating dental  
disease. A ‘smear’ or ‘rice-size’ amount of fluoridated tooth- 
paste (approximately 0.1 mg fluoride; see Figure 1) should 
be used for children less than three years of age. A  
‘pea-size’ amount of fluoridated toothpaste (approximately  
0.25 mg fluoride) is appropriate for children aged three  
to six.19,20 Parents should dispense the toothpaste onto a  
soft, age-appropriate sized toothbrush and perform or assist  
with toothbrushing of preschool-aged children. To maximize  
the beneficial effect of fluoride in the toothpaste, rinsing  
after brushing should be kept to a minimum or eliminated  
altogether.21 

Professionally-applied topical fluoride treatments also are  
efficacious in reducing prevalence of ECC. The recommended  
professionally-applied fluoride treatments for children at risk  
for  ECC who are younger than six years is five percent sodium 
fluoride varnish (NaFV; 22,500 ppm F).22 An associated risk  
factor to microbial etiology is high frequency consumption of 
sugars. Caries-conducive dietary practices appear to be estab- 
lished by 12 months of age and are maintained throughout  
early childhood.23,24 Frequent night time bottle feeding with  
milk and ad libitum breast-feeding are associated with, but not 
consistently implicated in, ECC.25 Night time bottle feeding  
with juice, repeated use of a sippy or no-spill cup, and frequent 
in between meal consumption of sugar-containing snacks or 
drinks (eg, juice, formula, soda) increase the risk of caries.26 

While ECC may not arise from breast milk alone, breast  
feeding in combination with other carbohydrates has been 
found in vitro to be highly cariogenic.27 Frequent consumption 
of between-meal snacks and beverages containing sugars in- 
creases the risk of caries due to prolonged contact between  
sugars in the consumed food or liquid and cariogenic bacteria  
on the susceptible teeth.28 The American Academy of  
Pediatrics has recommended children one through six years  

of age consume no more than four to six ounces of fruit  
juice per day, from a cup (ie, not a bottle or covered cup) and  
as part of a meal or snack.29 

Evidence increasingly suggests that preventive interven- 
tions within the first year of life are critical.30 This may be  
best implemented with the help of medical providers who, 
in many cases, are being trained to provide oral screenings,  
apply preventive measures, counsel caregivers, and refer  
infants and toddlers for dental care.31

Policy statement 
The AAPD recognizes caries as a common chronic disease  
resulting from an imbalance of multiple risk factors and  
protective factors over time. To decrease the risk of develop- 
ing ECC, the AAPD encourages professional and at-home  
preventive measures that include:
	 1. 	Reducing the parent’s/sibling’s MS levels to decrease  

transmission of cariogenic bacteria. 
	 2. 	Minimizing saliva-sharing activities (eg, sharing utensils)  

to decrease the transmission of cariogenic bacteria. 
	 3. 	Implementing oral hygiene measures no later than the  

time of eruption of the first primary tooth. Toothbrush- 
ing should be performed for children by a parent twice  
daily, using a soft toothbrush of age-appropriate size. In  
all children under the age of three, a ‘smear’ or ‘rice-size’ 
amount of fluoridated toothpaste should be used. In all 
children ages three to six, a ‘pea-size’ amount of fluor- 
idated toothpaste should be used.

	 4. 	Providing professionally-applied fluoride varnish treat- 
ments for children at risk for ECC. 

	 5. 	Establishing a dental home within six months of erup-
tion of the first tooth and no later than 12 months of age 
to conduct a caries risk assessment and provide parental  
education including anticipatory guidance for prevention 
of oral diseases. 

	 6. 	Avoiding high frequency consumption of liquids and/or 
solid foods containing sugar. In particular:
• 		 Sugar-containing beverages (eg, juices, soft drinks, 

sweetened tea, milk with sugar added) in a baby  
bottle or no-spill training cup should be avoided.

• 		 Infants should not be put to sleep with a bottle filled 
with milk or liquids containing sugars. 

• 		 Ad libitum breast-feeding should be avoided after  
the first primary tooth begins to erupt and other  
dietary carbohydrates are introduced. 

• 		 Parents should be encouraged to have infants drink 
from a cup as they approach their first birthday.  
Infants should be weaned from the bottle between  
12 to 18 months of age.32  

	 7. 	Working with medical providers to ensure all infants and 
toddlers have access to dental screenings, counseling, and 
preventive procedures. 

Figure 1. Comparison of a ‘smear’ (left) with a ‘pea-size’ (right) amount 
of toothpaste.

‘Smear’ – under 3 yrs.            ‘Pea-sized’ – 3 to 6 yrs.
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Purpose
The American Academy of Pediatric Dentistry (AAPD) affirms 
that the use of fluoride as an adjunct in the prevention of  
caries is safe and effective. The AAPD encourages dentist and 
other health care providers, public health officials, and parents/
caregivers to optimize fluoride exposures to reduce the risk for 
caries and to enhance the remineralization of affected tooth 
structures.

Methods 
This document was developed by the Liaison with Other  
Groups Committee and adopted in 1967. This is an update  
from the last revision in 2014. An electronic database search  
using the terms: fluoride, fluoridation, acidulated phosphate  
fluoride, fluoride varnish, fluoride therapy, and topical fluoride  
previously was conducted to develop and update this policy. 
The current update relied upon systematic reviews, expert opi- 
nions, and best current practices. The use of silver diamine  
fluoride is addressed in a separate AAPD policy.1

 
Background 
The adjustment of the fluoride level in community water  
supplies to optimal concentration is the most beneficial and  
inexpensive method of reducing the occurrence of caries.2 
Long-term use of fluorides has reduced the cost of oral health 
care for children by as much as 50 percent.3 When public  
water is fluoridated to an optimal level, there is a 35 percent 
reduction in decayed, missing, and filled primary teeth and 26 
percent fewer decayed, missing, and filled permanent teeth.4 
The occurrence of fluorosis, causing esthetic concerns, has 
been reported to be 12 percent when public water contains  
0.7 parts per million (ppm) fluoride.4 When combined with  
other dietary, oral hygiene, and preventive measures5, the use  
of fluorides can further reduce the incidence of caries. 

Professional fluoride products should only be applied by  
or under the direction of a dentist or physician who is fa- 
miliar with the child’s oral health and has completed a caries  
risk assessment. When fluoridation of drinking water is im- 
possible, effective fluoride supplementation can be achieved 
through the intake of daily fluoride supplements according to 
established guidelines.2,6-8 Before supplements are prescribed,  
it is essential to review dietary sources of fluoride (e.g., all  
drinking water sources, consumed beverages, prepared food, 
toothpaste) to determine the patient’s true exposure to  
fluoride,2,9,10 and to take into consideration the caries risk of  
the child. The mean fluoride concentration of ready-to-feed 
  

infant formulas in the U.S. is 0.15 ppm for milk-based formulas 
and 0.21 ppm for soy-based formulas.11 The more important 
issue, however, is the fluoride content of concentrated or  
powdered formula when reconstituted with fluoridated water. 
The range of fluoride in ppm for reconstituted powdered or 
liquid concentrate, when reconstituted with water containing 
1 ppm fluoride, is 0.64–1.07.11 As the Environmental Protec- 
tion Agency/Department of Health and Human Services’  
recommendation12 for optimizing community water supplies to  
0.7 ppm fluoride is instituted, fluorosis due to reconstituting  
infant formula with fluoridated water is less of an issue. 

Significant cariostatic benefits can be achieved by the use 
of over-the-counter fluoride-containing preparations such as 
toothpastes, gels, and rinses, especially in areas without water 
fluoridation.2 The brushing of teeth with appropriate amounts 
of fluoride toothpaste twice daily for all children is encour- 
aged.13 Monitoring children’s use of topical fluoride-containing 
products, including toothpaste, may prevent ingestion of 
excessive amounts of fluoride.13,14 Numerous clinical trials  
have confirmed the anti-caries effect of professional topical 
fluoride treatments, including 1.23 percent acidulated phos- 
phate fluoride [(APF); 1.23 percent fluoride], five percent  
sodium fluoride varnish [(NaFV); 2.26 percent fluoride], 0.09 
percent fluoride mouthrinse, and 0.5 percent fluoride gel/ 
paste.15 For children under the age of six years, five percent  
sodium fluoride varnish in unit doses,which reduce the  
potential for harm, is the recommended professionally-applied 
topical fluoride agent.15

A significant number of parents and caregivers are con- 
cerned about their child receiving fluoride and may refuse 
fluoride treatment even though fluoride is safe and effective.16 
This is similar to opposition to community water fluorida- 
tion.17 Topical fluoride refusal and resistance may be a growing 
problem and mirror trends seen with vaccination refusal in 
medicine.

Policy statement 
The AAPD:

• 	 Endorses and encourages the adjustment of fluoride 
content of public drinking water supplies to optimal  
levels where feasible.

ABBREVIATIONS 

AAPD:  American  Academy  Pediatric  Dentistry.   ppm:  parts  per  million. 

Latest Revision 
2018

Policy on Use of Fluoride
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• 	 Endorses the supplementation of a child’s diet with  
fluoride according to established guidelines when  
fluoride levels in public drinking water are suboptimal  
and after consideration of sources of dietary fluoride  
and the caries risk of the child.

• 	 Encourages the brushing of teeth with appropriate  
amounts of fluoride toothpaste twice daily for all  
children.11

• 	 Encourages the application of professional fluoride 
treatments for all individuals at risk for dental caries.

• 	 Encourages dental professionals to inform medical  
peers of the potential of enamel fluorosis when excess  
fluoride is ingested prior to enamel maturation.

• 	 Encourages the continued research on safe and  
effective fluoride products.

• 	 Supports the delegation of fluoride application to 
auxiliary dental personnel or other trained allied health 
professionals by prescription or order of a dentist after  
a comprehensive oral examination or by a physician  
after a dental screening has been performed.

• 	 Encourages all beverage and infant formula manu- 
facturers to include fluoride concentration with the 
nutritional content on food labels. 

• 	 Recognizes that drinking fluoridated water and brush- 
ing with fluoridated toothpaste twice daily are the most  
effective method in reducing dental caries prevalence  
in children.

• 	 Encourages dental providers to talk to parents and 
caregivers about the benefits of fluoride and to pro- 
actively address fluoride hesitance through chairside  
and community education.
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 American Dental Association 
https://www.mouthhealthy.org/ 
 

 Academy of General Dentistry 
http://www.knowyourteeth.com/ 
 

 American Academy of Pediatric Dentistry 
http://www.mychildrensteeth.org/ 
 

 American Academy of Pediatrics 
http://www.aap.org/oralhealth/ 
https://www.healthychildren.org/ Click on ‘Healthy Living’ then ‘Oral Health’ 
 

 American Academy of Pediatrics Campaign for Dental Health - excellent resources 
regarding community water fluoridation facts 
https://ilikemyteeth.org/ 
 

 American Cleft Palate - Craniofacial Foundation 
https://cleftline.org/ 
 

 NIH Cleft Lip & Palate Information 
https://medlineplus.gov/cleftlipandpalate.html 
 

 Specialized Care Company - a commercial company, but good tools and a good video 
on brushing someone else’s teeth (for purchase only) 
https://specializedcare.com/ 
 

 University of Washington School of Dentistry fact sheets regarding ISHCN: 

https://dental.washington.edu/dept-oral-med/special-needs/patients-with-special-
needs/ 
 

 Centers for Disease Control and Prevention 
https://www.cdc.gov/oralhealth/index.html 
 

 “Healthy Smiles for Autism: Oral Hygiene Tips for Children with Autism Spectrum 
Disorder” (36 page color photo booklet) 
http://dentaletc.umaryland.edu/odar/health_smiles_for_autism.pdf 
  

 “Dental Toolkit” webpage with multiple resources, including the “Autism Speaks Family 
Services Dental Guide” 
https://www.autismspeaks.org/tool-kit/dental-tool-kit  
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 Virginia Dental Association Foundation Resources: Donated Dental Services (DDS), 
MOM (Mission of Mercy, including Special Olympics), etc. 
https://www.vdaf.org/ 
 

 Virginia Health Catalyst – Advocacy for health of all Virginians 

https://vahealthcatalyst.org/ 

 

For Medical and Dental Professionals: 
 

 Smiles for Life Oral Health Curriculum 
http://www.smilesforlifeoralhealth.org/ 

 

 National Maternal and Child Oral Health Resource Center 
o https://www.mchoralhealth.org 
o https://www.mchoralhealth.org/SpecialCare/ - 5 modules (4 free CE credits) 

 

 National Institute of Dental and Craniofacial Research (printable brochures) 
https://www.nidcr.nih.gov/health-info 
 

 American Academy of Pediatric Dentistry Home Page 
https://www.aapd.org/ 
 

 AAP Pennsylvania Chapter 
http://www.healthyteethhealthychildren.org/  Click on “Resources” tab for printable 
healthy mouth pages/posters in English, Spanish, Korean, Chinese, Russian, 
Vietnamese, Arabic, and Haitian Creole 
 

 American Dental Hygienists’ Association 
https://www.adha.org/resources  Click on ‘Patient Resources’ 

 

 Special Care Dentistry 

https://www.scdaonline.org/page/Factsheets 

 

 Sample of a ‘social story’ for the dental office: 
http://www.thecenterforpediatricdentistry.com/intranet/ss/socialstory.pdf 
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VDH Online Dentist Directory and  

Educational Resources: 
 

    https://www.vdh.virginia.gov/oral-health/  
 

 Click on ‘Find A Dentist’ 

 Directory compiled to identify Virginia dentists who will 
care for individuals with special health care needs and 
children under 3 years 

 Dentists: please add your contact information or update 
your information, including your email 
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Bright Smiles for Babies 
 

Billing Medicaid for Oral Health Services  

For Infants and Children under the Age of 3 
 

Medical Providers 
 

Fluoride varnish  

Non-dental health care professionals who have received training may apply and bill Medicaid for 

fluoride varnish applications. In Virginia, this includes physicians, physician assistants, nurse 

practitioners, nurses (RNs and LPNs), and medical assistants. 
 

Frequency of application is approximately every six months. Medicaid providers are eligible to 

receive reimbursement for six fluoride varnish applications from the age of six months up to the 

third birthday. Reimbursement will be denied on or after the child’s third birthday. However, this 

preventive service is still appropriate if the child remains without a dental home after three years 

of age. 
 
 

Billing for fluoride varnish application 

Fluoride varnish application by medical providers is reimbursed by Standard Fee for Service 

Medicaid and all Managed Care Medicaid.  Varnish billing is submitted in the same manner 

as other medical procedures.  Use the CPT code below for the fluoride varnish procedure.  

Claims should be sent using the correct medical claim form or electronic invoice to the 

appropriate medical carrier.   

 

Diagnosis code       Procedure code     Description                       Reimbursement 

ICD10 Code: Z29.3 

(effective Feb. 2017) 

Prophylactic fluoride 

administration 

CPT Code 99188 

(effective 3-1-15) 

 

Topical fluoride varnish; 

therapeutic application for 

moderate to high caries 

risk patients 

$20.79 

 

EPSDT services  

Oral inspection 

According to federally mandated EPSDT guidelines for Virginia, oral inspections must be 

performed by the EPDST screening provider as part of each physical examination at any age.  

This inspection is not a substitute for a complete dental examination provided through direct 

referral to a dentist. 

Dental referral 

Referral for dental services should be made by the 12-month visit or when pain, active oral 

disease, or infection is suspected.  This is consistent with the American Academy of Pediatric 

Dentistry’s recommendation of the age one dental visit. 

Oral health anticipatory guidance 

Information related to oral health should be provided as part of the anticipatory guidance 

protocol. Topics for infancy and early childhood include dental visits, oral hygiene, nutrition, 

fluoride exposure, non-nutritive sucking, and injury prevention. 
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